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Mild cognitive impairment (MCI) was once conceived as a pre-dementia state, but although the presence of MCI increases dementia risk substantially, it is also a condition in itself, manifesting as memory impairment, or as impairment across several cognitive domains (e.g. attentional capacity, information-processing, executive functions). Its prevalence is higher than previously recognised, estimated at an average of 18.9% in adults 65 years and older (Petersen et al., 2014) , nearing 1 in 5 of the older population, and is associated with certain lifestyle factors, chronic health conditions and increasing age. The development of MCI is insidious, impairing skills and competencies before activities of daily living (ADL) limitations are recognised. It may adversely affect occupational performance across a range of complex daily activities (instrumental ADL (IADL)) that require high levels of cognitive effort, such as driving and financial management. This may not affect performance of familiar tasks in familiar environments, but may do in novel situations or those requiring complex processing.
Retention of independence in ADL has conventionally precluded occupational therapy assessment and intervention in MCI, but functional assessments of IADL can discriminate between people with and without it, revealing pre-clinical disability in the former, whereas measures of basic ADL find no differences (Rodakowski et al., 2014) . This raises the possibility of IADL assessment as screening for pre-clinical change, and reinforces that performance is affected even if independence is not.
Addressing an already-present condition is important, especially one so prevalent and carrying serious implications for wellbeing, but so is prevention. Much cognitive decline is avoidable, with cardiovascular fitness, healthy weight, good nutrition, and social engagement all factors significantly associated with better cognitive function in old age. Equally, chronic health conditions and poor lifestyles are associated with accelerated cognitive decline and MCI, including cardiovascular disease, type 2 diabetes, metabolic syndrome, obesity, sedentary activity, smoking and excess alcohol (see Maskill and Tempest, 2017, chapter 11) . Evidence indicates that interventions related to fitness, weight reduction, diet and socialisation are not only preventative, but may also slow or even (controversially) reverse cognitive decline. Regular aerobic activity is significantly associated with positive changes in brain structure and biochemistry that underpin function, in adults of all ages (Hotting and Roder, 2013) . So, if modifiable factors impact significantly on cognitive health, then enabling people to modify those factors will be significant in slowing the progression of existing impairment and decreasing incidence by building resistance to such decline.
Positive lifestyle change requires sustainable change in the habits, routines and roles that shape occupation. Effective change needs to reach all sectors of the population, with change at any age bringing benefits. Targeting people in their 30s and 40s may be ideal for optimum and ongoing effect -in time to build cognitive capital and homeostatic resilience for their own old age, and best placed to influence the next generation, establishing healthy habits in the children to whom they are parents and educators (Prince et al., 2014) .
MCI is a quiet epidemic that cannot be ignored, impacting negatively in its own right, but also increasing dementia risk. Lifestyle change is key to prevention, and the promotion of healthy activities in daily life is applicable at all ages. Whatever their role and wherever they work, occupational therapists are ideally placed to be agents of such change. The role of policy makers, researchers and managers of services is important. But all occupational therapists have a responsibility to help people to protect and preserve cognitive health now, for later years, and for future generations.
